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In two previous publications, we have 
described and summarised key findings from 
the global systematic review and country 
consultations related to our assessment of 
the progress in implementing the health and 
health- related sustainable development goals 
(HHSDGs). Although it has been only 5 years 
but current evidence on the implementation 
of sustainable development goal (SDG) eval-
uations to date suggests that a vast majority of 
countries are off- target in relation to several 
outcome indicators1–3 and there are no clear 
strategies for integration across health and 
other sectors.
This paper will summarise the key learn-
ings from this exercise and propose a strategy 
for enhancing integration and implementa-
tion of HHSDGs in low- income and middle- 
income countries (LMICs).
Our systematic review4 of the global 
evidence on the implementation of HHSDGs 
highlighted several important factors:
1. There are as yet no standardised metrics 
regarding progress and implementation 
globally that cover HHSDGs. The Institute 
of Health Metrics and Evaluation has de-
veloped and proposed a global SDG index, 
which has also been used to track prog-
ress5; however, this has as yet not received 
widespread acceptance or recognition. At 
a global level, the focus on universal health 
coverage (UHC) by the WHO has influ-
enced much country- level planning over 
the last few years but has little in terms of 
cross- sectoral actions.
2. A key factor behind progress in implemen-
tation of HHSDGs appears to be high- level 
political commitment at national level with 
alignment of the HHSDGs with existing 
development strategies and plans.
3. While multisectoral, integrated approach-
es were being adopted in most institutional 
set- ups, to- date evidence on the effective-
ness of these approaches is limited.
4. Funding constraints appear to be a major 
challenge for many countries. HHSDGs 
are being financed through incorporation 
within existing funded plans and, in some 
places, through SDG- specific budgeting 
and tracking. In some instances, additional 
funding is being mobilised by increasing 
domestic taxation and subsidisation and by 
collaborating with development partners 
and UN agencies and in some instances, 
the private sector. However, these exam-
ples are few and far between.
5. Equity is being promoted by improving 
health service access for disadvantaged 
populations through UHC and especially, 
social insurance schemes but the overall 
evidence on successful approaches for eq-
uity promotion at scale and implementa-
tion at subnational level is limited.
Summary box
 ► Five years into the sustainable development goal 
(SDG) era, the paradigm shift to integration and pre-
vention needed to achieve health and health- related 
SDGs (HHSDGs) has not meaningfully materialised.
 ► Government leadership and multistakeholder plan-
ning are necessary for implementing HHSDGs with-
out marginalising core health issues.
 ► Appropriate mechanisms are needed for consulta-
tion and integration, grounded in notions of social 
responsibility and sustainability, to bring together 
various actors including civic society, academia, 
think tanks and the private sector.
 ► While implementation and oversight of HHSDGs are 
mainly national, the global context in which it occurs 
cannot be neglected.
 ► Countries will need to significantly increase resource 
allocation to health and cross- sectoral initiatives to 
achieve the ambition of universal health coverage 
and addressing determinants of health.
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6. Key challenges to implementation of HHSDGs in 
countries included lack of coordination between dif-
ferent levels of government and with other stakehold-
ers, limited mainstreaming of HHSDGs in subnational 
planning and budgeting, limited financial resources 
and hence high donor dependence. These are com-
pounded by lack of disaggregated and reliable data 
allowing monitoring and accountability. Table 1 sum-
marises the two measures of HHSDGs in place and 
their comparison.
In our analysis of country experiences and consulta-
tions,5 the above factors were borne out and the following 
key points were highlighted.
Despite the relatively short period since the launch of 
the SDGs, there was awareness of their importance to the 
national development agenda although in many coun-
tries of Africa and Asia, the ministries of health were still 
in the millennium development goal (MDG) mode. Most 
country participants also acknowledged that given the 
current situation in their countries and region, it may not 
be possible to achieve the 2030 agenda without acceler-
ating implementation. This would need to be sustainable 
and intensive to achieve the HHSDGs targets by 2030 
and, while challenging given current gaps in many coun-
tries, it was still possible.
To achieve these SDG targets, integrated implemen-
tation of HHSDGs would need to become central to 
current and future policies and strategies and not be 
seen as additional, external or vertical initiatives. Such 
implementation capacity would need to be strengthened 
subnationally to reduce equity gaps and reach marginal-
ised populations.
This would need additional resources beyond current 
allocations. Given the need for adequate finances and 
extra funds needed for UHC,6 innovative financing strat-
egies would be needed to mobilise domestic resources 
earmarked to health as a prerequisite for effective imple-
mentation of HHSDGs. To this end, domestic resource 
mobilisation and leverage would be key for sustainability, 
given indications that external development assistance 
for health will reduce over foreseeable future.7 Close 
engagement with development partners will be needed 
for financial and technical assistance but national govern-
ments should lead the SDG agenda
Monitoring, evaluation and accountability for HHSDGs 
should be strengthened and linked to measuring impact 
and equity indicators. The role of academia in this regard 
needs to be strengthened and robust follow- up proce-
dures instituted. Of the range of indicators for prog-
ress, disaggregated information by population segments 
marginalised on the basis of race, ethnicity and gender is 
key. With improving methods for data analytics, geospa-
tial monitoring of local disease burden and burden of 
disease is possible and can provide contextual informa-
tion.8 However, these local analytics must be coupled with 
available national level information for policy relevant 
action.
Assessing gender- related differentials and assessing 
determinants thereof are a case in point and appear to be 
a major advance over the MDGs where gender was largely 
ignored and equity mainly considered through the 
lens of socioeconomic gradients. Addressing HHSDGs 
through a gender lens is imperative if one is to reduce 
pervasive gender- based inequities hampering progress in 
many countries.
THE GLOBAL CONTEXT, HEALTH GOVERNANCE AND 
DETERMINANTS OF HEALTH
The SDGs, and specifically SDG 3, that aim to ensure 
healthy lives and promote well- being for all, across all 
ages, require a paradigm shift in global health strategies. 
Our assessment suggests that this has not yet happened. 
No notable institutional, structural or financial reforms 
to global health governance to achieve the SDGs have 
taken place, and donors have not shifted their financing 
efforts. The one notable initiative launched at the cusp of 
the SDGs in July 2015 was the Global Financing Facility 
for addressing the continuum of maternal, child and 
adolescent health,9 but this still does not address many 
underlying social, political and commercial determinants 
of health. Doing so would require approaching SDG 3 
holistically rather than by individual targets, diseases or 
programmes and moving well beyond the limited MDG 
health agenda. Existing institutions and financing instru-
ments must be significantly reformed and if necessary, 
repurposed.10
Three key governance challenges are central for imple-
menting the SDGs nationally and are especially appli-
cable to HHSDGs: (1) cultivating collective action by 
creating inclusive decision spaces for stakeholder inter-
action across multiple sectors and scales; (2) making 
difficult trade- offs, focusing on equity, justice and fair-
ness and (3) ensuring mechanisms exist to hold societal 
actors to account regarding decision- making, invest-
ment, action, and outcomes.11 Others have suggested 
that ‘developed’ countries providing bilateral support 
can sometimes impose their development aid priorities, 
which might not align with LMIC priorities. Hence, the 
need to strengthen and democratise global health gover-
nance. Nowhere is this more starkly evident than in the 
current situation with the blatant use of economic power 
by the USA to influence or defund the single global 
health oversight body, the WHO. There are additional 
concerns though about the influence that major corpo-
rations or their backed foundations/charities may have 
on the WHO and other UN agencies. Notwithstanding 
the dysfunction in a diverse member state- based system 
of global health decision- making process, democratisa-
tion of global health governance would need this inclu-
sion as well as the global civil society’s engagement in a 
transparent manner. This is especially so given the huge 
agenda and the right- based approach that that HHSDGs 
represent.
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Table 1 Health and health- related SDG indicators—WHO vs IHME reporting
S no SDG target Indicator WHO/SDG report
IHME 
estimates Variations/gaps
1 2.2 Child stunting 22.2 28.7 –
2 2.2 Child wasting 7.5 8.0 –
3 2.2 Child overweight 5.6 15.9 WHO measures for under- five while 
IHME measures for 2–4 years age 
group
4 3.1 Maternal mortality ratio (per 
100 000 livebirths)
216 145 –
5 3.1 Births attended by skilled health 
personnel (%)
78 80.1 WHO figure from 2017 report as not 
reported in 2018.
6 3.2 Neonatal mortality (per 1000 
livebirths)
18.6 18.6 –
7 3.2 Under- five mortality (per 1000 
livebirths)
40.8 43.3   –
8 3.3 HIV incidence (new HIV infections 
per 1000 uninfected population)
0.26 0.3   –
9 3.3 Tuberculosis incidence (per 
100 000 population)
140 139.6   –
10 3.3 Malaria incidence 90.8 31.8 WHO measures malaria incidence per 
1000 at- risk population, while IHME 
measures age- standardised rate of 
cases per 1000 population
11 3.3 Hepatitis B incidence 1.30 2123.8 WHO measures HBsAg prevalence 
in children under- five (%) while IHME 
measures age- standardised rate of 
incidence/100 000
12 3.3 Neglected Tropical Diseases 
(NTDs)
1 499 735 642 24 WHO reports number of people 
requiring interventions against NTDs 
while IHME reports age- standardised 
prevalence of the sum of 15 NTDs (%)
13 3.4 NCD mortality 18.3 382.7 WHO measures probability of dying 
from any of CVD, cancer, diabetes, 
CRD between age 30 years and exact 
age 70 years (%) while IHME reports 
age- standardised death rate due to 
CVD, cancer, diabetes and CRD in 
age
30–70 years per 100 000 population
14 3.4 Suicide mortality rate (per 100 000 
population)
10.6 10.0   –
15 3.5 Alcohol use 6.4 11.6 WHO reports total alcohol per capita 
(≥15 years of age) consumption (litres 
of pure alcohol) while IHME measures 
risk- weighted prevalence of alcohol 
consumption as measured by the 
summary exposure value or alcohol 
use
16 3.6 Road traffic mortality (per 100 000) 17.4 16.1 –
17 3.7 Adolescent birth rate (per 1000 
women)
43.9 21.7 WHO measures in women aged 
15–19 years while IHME measures in 
those 10–19 years of age
18 3.7 Family planning coverage 
(proportion of married or in- union 
WRA who have their need for FP 
satisfied with modern methods 
(%))
77.4 75.7   –
Continued
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What should then be the way forward given pragmatic 
constraints and ground realities in many countries? 
Clearly, ministries of health and nutrition have to prior-
itise the health and nutrition agenda enshrined in SDG 
2 and 3. However, given the context of global priorities, 
it is important to underscore many issues that transcend 
disciplinary silos and impact health and development 
outcomes. To illustrate, two areas of global priority 
that have emerged given their impact on populations 
and health include climate change and the role that 
unfettered urbanisation and changing habitats play in 
increasing risks of infectious diseases. The link between 
climate change and environmental health globally and its 
impact on health outcomes is well recognised and should 
be an issue that all health professionals have to engage 
in.12 Deleterious effect of climate change on economic 
productivity and human capacity is a risk to sustainable 
development. Climate change- related risks—such as 
droughts, extreme weather events, changing disease 
patterns as well as water scarcity and air pollution—need 
active mitigation and adaptation—skills, capacities 
and funds. The global crisis of nutrition can also be 
tackled effectively through a sustainable food systems 
approach—promotion of locally available, affordable, 
diversified nutritious foods, as a strategy promoting envi-
ronmental sustainability as well as prevention of over-
weight and obesity.13
How has the world changed in the few months since the 
series of consultations around HHSDGs, the last being in 
January 2020 in Islamabad. The huge impact of climate 
change on health and well- being was evident with unprec-
edented air pollution levels in major cities of South Asia 
S no SDG target Indicator WHO/SDG report
IHME 
estimates Variations/gaps
19 3.8 UHC coverage—service coverage 
index (RMNCH, infectious 
diseases, NCDs)
64 67.7   –
20 3.9 Mortality due to air pollution 114.1 55.6 Both WHO and IHME measure as 
age- standardised mortality rate 
attributed to household and ambient 
air pollution
(per 100 000
population)
21 3.9 Mortality due to unsafe water, 
sanitation and hygiene (per 100 
000)
11.7 35.7 IHME reports theirs as ‘age 
standardised’ while WHO does not
22 3.9 Mortality due to unintentional 
poisoning (per 100 000)
1.4 1.0 (age- 
standardised 
death rate per 
100 000)
IHME reports theirs as ‘age 
standardised’ while WHO does not
23 3.a Tobacco use (age standardised 
prevalence) %
20.2 (≥15 years) 18.4 (≥10 years) WHO measures for ≥15 years while 
IHME measures for ≥10 years
24 3.b Vaccine coverage – – WHO measures individual 
vaccine coverage (DPT, Measles, 
Pneumococcal Conjugate) and 
IHME is reporting coverage of 
eight vaccines as coverage of eight 
vaccines among target populations
25 6.1 Access to safely managed drinking 
water source (%)
71 – Not reported by IHME
26 6.2 Access to safely managed 
sanitation (%)
39 – Not reported by IHME
27 7.1 Clean household energy (%) 59 – Not reported by IHME
28 13.1 Mortality due to conflict (per 100 
000)
2.5 1.9 –
Sources: World health statistics 2018: monitoring health for the SDGs, sustainable development goals. Geneva: World Health 
Organization; 2018. Licence: CC BY- NC- SA 3.0 IGO. Measuring progress from 1990 to 2017 and projecting attainment to 2030 of the 
health- related sustainable development goals for 195 countries and territories: a systematic analysis for the Global Burden of Disease 
Study 2017. GBD 2017 SDG Collaborators*. Lancet 2018; 392: 2091–138.
CRD, Chronic respiratory disease; CVD, cardiovascular disease; DPT, diphtheria, pertussis, and tetanus(vaccine); FP, Family planning; 
HBsAg, Hepatitis B surface antigen; HIV, human immunodeficiency viruses; IHME, Institute for Health Metrics and Evaluation; NCD, 
Non- communicable disease; NTD, Neglected Tropical Diseases; RMNCH, reproductive, maternal, newborn and child health; SDGs, 
sustainable development goals; UHC, universal health coverage; WHO, World Health Organization; WRA, women of reproductive age.
Table 1 Continued
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such as Delhi and Lahore,14 15 and the unprecedented 
floods in Mozambique.16 The recent large- scale wild fires 
in Australia, California and the Amazon rainforest, their 
impact on living conditions and air quality as well as health 
system constraints to address these issues,17 18 are remark-
able examples of how linked these agendas are. The 
concepts of ‘One- Health’, defined as ‘the collaborative 
efforts of multiple disciplines working locally, nationally 
and globally, to attain optimal health for people, animals 
and our environment’19 are clearly important.20 With 
changing lifestyles, urbanisation and population transi-
tions, there are increasing risks of animal to human trans-
mission of microorganisms. The recent outbreaks of Ebola, 
MERS and Zika viruses and now the global spread of the 
SARS- CoV-2 are examples of these increased vulnerabilities 
and the interconnectedness of SDGs. The global COVID-19 
pandemic has led to the first known closure of the global 
economy, travel and unprecedented restrictions on social 
mixing. Ministries of health are beginning to realise how 
interconnected various sectors are and the importance 
of the ecosystem we live in and the enormous inequities 
that we face in health systems globally in their capacities to 
respond to crises.
There are additional global level considerations and 
drivers that must be taken into account as we develop 
prioritisation criteria and actions for implementing 
HHSDGs. Global north- south equities are products of 
historical trends whose drivers continue to be operative 
today as well. These include trade laws, indebtedness 
and global power structures governing the political and 
economic spheres within which global health issues play 
out—for example, climate change. To illustrate while 
the global north benefited from industrialisation and 
emissions, global south stands to lose the most from the 
consequences.21 22 To- date, formal support mechanism 
for LMICs in adapting to and mitigating the effects of 
climate change is few and far between.23 There is the 
continuing need for effective mechanisms to tackle 
global inequality keeping in mind the historical basis and 
contemporary drivers of inequality (eg, trade laws that 
limit access to medicines and commodities) as well as the 
role of global corporations and the International Mone-
tary Fund that often promotes structural adjustments 
at the cost of poverty alleviation. Eliminating income 
poverty and disparities will need economic reforms in 
countries but also bold moves such as debt forgiveness 
or restructuring, without which many LMICs will never 
recover from the COVID-19 pandemic- related economic 
devastation.
The HHSDGs offer enormous opportunities for collab-
oration and partnerships. While there is the need for 
south- south learning and cooperation, we must under-
score the potential supportive role of ‘developed’ coun-
tries in supporting LMICs in enhancing local capacities 
and systems of implementation. Global cooperation and 
solidarity should be at the heart of SDG implementation 
and SDGs could serve as an important conduit for sustain-
able development in LMICs rather than aid dependency. 
We need innovative measures of assessment of economic 
development and poverty that go beyond just GDP and 
take into account inequality, human well- being and the 
environmental and climate- related consequences of 
unfettered economic development and utilisation of 
natural resources. These are issues that seem to galvanise 
much of the youth and younger generation in ways that 
offers hope for the future. Health leaders and the health 
sector must play a central role in this global campaign 
to make our planet a better place for future generations 
rather than watch from the margins.
Role of the private sector in SDGs
Under the new SDG agenda businesses, governments and 
civil society actors are equally called on to pursue a more 
sustainable path forward. Many assert that the private 
sector has particular strengths that can be brought to 
bear in delivering on the SDGs, including innovation, 
responsiveness, efficiency and provision of specific skills 
and resources. This was clearly articulated in our consul-
tative process in countries and regional meetings. A new 
paradigm in development thinking is needed that recog-
nises the centrality of private enterprise in pursuit of the 
development agenda—and vice versa.24
A legitimate counterargument has questioned if profit- 
motivated businesses could really make a meaningful 
contribution to achievement of the SDGs or are more 
likely to see ‘business as usual’, which results in greater 
profits for some, and lost opportunities for many. For all 
the rhetoric regarding the potential of the private sector 
to transform development, there are serious impediments 
to this being the transformative process that requires a 
thorough analysis and propose options that are a win- win 
for everyone.
Private companies need to develop business models 
that are imbued with social values and notions of respon-
sibility and that seek commercial success alongside 
more sustainable approaches and positive development 
outcomes.24 25 This process ideally depends on active 
engagement of both the public and the private sectors. 
For this to happen, the national regulatory and policy 
frameworks should enable business and industry to 
advance sustainable development initiatives considering 
the importance of their corporate social responsibility 
and responsible business practices. Despite commitment 
from all partners, the mechanisms for leveraging the 
role and contribution of the private sector particularly to 
tackle inequities have yet to be worked out.
THE WAY FORWARD
Given the evidence to- date, what might one conclude as 
key actions needed in countries and where physicians 
and academics could contribute to the process? We put 
forward a series of actions and cross- cutting activities 
that could be considered in LMICs as prerequisites for 
creating and enabling an environment for implementing 
HHSDGs.
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First and foremost, there must be the political will to prior-
itise SDGs and especially the HHSDGs within countries. 
To date, 193 countries of the world have signed up to the 
vision 2030 agenda and key indicators have been developed 
after much technical background work and consultations.26 
However, there are no universal agreed set of criteria and 
measurements for HHSDGs. The UN system generates peri-
odic progress reports on SDGs1 and so does the Institute for 
Health Metrics and Evaluation (IHME),27 and while some 
estimates are comparable, there are significant differences 
between these two assessments (table 1)
Given the normative role of the WHO, it was expected that 
it would play a lead role in the development of consensus 
on key HHSDG indicators and progress. However, this has 
become secondary with the current focus at WHO on UHC 
coverage and the development of the UHC index28 as the 
main measure of progress within health. While an important 
initiative in its own right, it fails to take into account the multi- 
sectoral linkages across the HHSDGs. The recent Lancet 
Commission on Child Health is an example of integrating 
measures of child health and developmental outcomes with 
the important investments needed for environmental health 
and social protection.29
There is the need for adequate financing. An additional 
challenge within the existing proposals for UHC is the lack 
of clarity on processes for multisectoral collaboration and 
mechanisms for integrated implementation and fiscal mech-
anisms to catalyse the process. Within just a few months, 
trillions of dollars have been mobilised to save western econ-
omies whereas corresponding investments in addressing 
some of the root causes of the problem such as ‘one health’ 
and climate change have been few and far little.
In specific terms, we make the following five recommen-
dations for implementing HHSDGs. These are not prescrip-
tive but are supposed to prepare the ground for further 
deliberation:
1. Stewardship: Government leadership and multisectoral 
planning are critical for implementing HHSDGs with the 
proviso that given core health issues should not be mar-
ginalised in the context of multisectoral planning. More 
specifically, we would underscore the important role that 
individual political leaders and celebrity champions play 
in this regards. Given the slow progress noted in several 
evaluations, including ours, this leadership will be critical 
in order to allow for a full decade of intensive implemen-
tation of HHSDGs till 2030. Policy makers/implementers 
should pay attention to appropriate capacities at national 
and subnational levels, which support multisectoral and 
multistakeholder work. This process should include struc-
tural reforms and convening platforms such as Planning 
and Development Ministries. These are usually led by 
head of state but linked to provincial or lower level en-
gagement in devolved health systems. It is critical that that 
HHSDGs be central to and well integrated within existing 
and future policies strategies and not be seen as ‘add on’, 
external or vertical initiatives.
2. Engagement: There need to be clear mechanisms for con-
sultation and integration across various sectors especially 
with civic society and academia. These sectors working 
together can bring critical pressure to bear and secure 
resources for evidence- based action and to link to policy 
makers. While there are several possible mechanisms to 
accomplish this, the value of think tanks in affecting this 
change and advocacy is well recognised.30 These think 
tanks, especially the academic centres therein, could also 
play a major role in monitoring and evaluation and ac-
countability and contribute to participatory governance 
with inclusion of various civil society actors and disad-
vantaged and minority populations. Given the paucity 
of high- quality evidence around models for implementa-
tion, these think tanks could also support implementation 
research and models of research to inform global policy.
3. Implementation: It is important to translate political com-
mitment to HHSDGs into effective programmes that ben-
efit common people. Implementation capacities must be 
strengthened at subnational and district levels with a fo-
cus on reaching those in greatest need, especially in mar-
ginalised populations. There must be appropriate institu-
tional arrangements, subject to political, social and cultur-
al contexts, that reflect policy coherence across sectors. 
One can envisage multisectoral structures with health at 
the centre, with the focus on processes of collaborative 
governance across sectors. There must be an equity focus 
with gender equality at its core and that also predicates 
the need for adequate representation of women in lead-
ership positions at every level.
4. Financing: Implementing HHSDGs in letter and spirit will 
require new and additional resources as merely moving 
funds from within health or other sectors to HHSDGs 
does not solve the resource gap. Countries will need to sig-
nificantly increase resource allocation to health to achieve 
the ambition of UHC and cross- sectoral initiatives. This 
will need thinking through the role of the private sector 
as well as engagement with development partners for fo-
cused and strategic financing. There is little evidence that 
this is happening so far and the global economic crisis 
in the wake of the COVID-19 pandemic makes it even 
more unlikely that major extra resources will be available 
anytime soon. While some of this can indeed be achieved 
through smart financing and sharing of resources, there 
is a need for innovative financing strategies to mobilise 
domestic resources for health.
5. Accountability: We need to track what we are doing and 
the gaps in our knowledge of progress. The monitoring 
and evaluation of HHSDGs should be strengthened and 
linked to measuring performance, equity and account-
ability. In addition to the potential role of research and 
academic bodies, this will need further strengthening of 
statistical systems with ability to produce reliable, time-
ly, disaggregated data including better quality and use 
of routine administrative data. If there are lessons from 
the COVID-19 pandemic that engulfs us, they are exactly 
that. Countries with strong information systems and ac-
curate data were able to respond with alacrity and flatten 
the curve. Within the last decade of SDGs, more of the 
same will not work, at least we need to rapidly increase 
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our capacity to monitor trends, feedback information on 
key gaps and opportunities for action.
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